Lateral sagittal infraclavicular block (LSIB) is a technique of regional anesthesia that is frequently used for anesthesia and analgesia in lower arm surgery. After ultrasound (US) had started to be used in the practice of anesthesia, peripheral nerve blocks (PNBs) could be applied more easily and with less risk. Besides, US emerges as an essential source for PNBs in cases of the nerve stimulator is not possible to use. In this present, we showed that US-guided LSIB was successfully applied for finger amputation in a patient with flexion contracture of the left hand due to previous cerebrovascular disease (CVD), which we do not be able to correctly provide the muscle response to nerve stimulator.
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An 80-years female patient was scheduled for finger amputation. The patient had a flexion contracture in her left hand, which had not motor activities, as sequel due to the previous CVD for seven years. The patient had edema and laceration advancing to bone tissue, which were caused by the compression of the two rings, in her third finger of the left hand ( Figure) . The patient had normal physical examination and laboratory findings. To provide surgical anesthesia and postoperative analgesia, US-guided LSIB was decided. Following informed consent, electrocardiography, non-invasive blood pressure, and pulse oximeter were instituted in the operation room. Intravenous (IV) access was provided. The patient was sedated with 2 mg midazolam intravenously and lied in the supine position with left arm adducted and turned her head to opposite side. After all aseptic precautions, US probe was placed as in-plane technique near the entry point of the needle where is stated as the intersection between the clavicle and the coracoid process. The axillary artery and chords of nerves were identified. A 100 mm 21 G nerve stimulation needle was introduced caudally in a sagittal plane and 45° from the skin on a horizontal plane as in the same plane with the probe. After 2 ml of 0.25% bupivacaine and 1% lidocaine mixture was given under the skin, the needle was advanced and placed through the posterior to the axillary artery. We were reached to the goal at a depth of 5 cm from the skin. After no blood within negative aspiration had seen, 15 ml of 0.25% bupivacaine and 1% lidocaine mixture were injected intermittently.
The spread of local anesthetic mixture as surrounding the artery was observed during the injection period. When the adequate sensory block was achieved, the surgery was allowed. The surgery lasted 40 minutes was uneventfully completed. The patient had not needed additional analgesia and sedation during the surgical procedure. First analgesic requirement time was about 8 hours. The patient was discharged uneventfully.
The infraclavicular block is suggested as the safer and more effective technique in PNB for lower arm surgery (1). LSIB, which was developed by Klaastad et al. (2), is often preferred because of applying easily and with less risk of complication. LSIB is applied with nerve stimulator or US. US provides to view the nerves and the advancing of the needle during the injection that obtains increasing the success rate of the block and reducing the complications (3, 4) . By visualizing the spread of local anesthetic with US, PNBs can be applied with low dose local anesthetic. Additionally, PNBs can be applied only with US in some conditions; such as nerve stimulation is not possible, muscle response to nerve stimulation could not be accurately obtained and appropriate position of patient was not available for PNB (5) . We applied a successful anesthesia with USG-guided LSIB. As a result, US-guided LSIB may be applied an effective and safe anesthesia in lower arm surgery in the patient with a sequel of the previous CVD.
